We describe a patient with a carcinoid tumour in the middle ear which occurred one year after a primary carcinoid was excised from the ileum. The patient was screened for other tumour deposits and none were found. This middle ear tumour was therefore either a solitay metastasis or a second primary, neither of which have been reported previously. The patient developed symptoms ofcarcinoid yndrome which responded to excision of the tumour. A 5 day preoperative pharmacological blockade was undertaken and this produced cardiovascular stability during excision of the tumour.
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Case report
The patient, a 50-year-old male printer, presented with acute abdominal pain in February 1986. At laparotomy an ileocaecal intussusception was found. The intussusception was caused by a carcinoid tumour ofthe ileum which was resected ( Figure 1 ). The patient remained well until November 1986 when he developed gradual loss of hearing in the right ear. On examination, a white mass was visible behind an intact tympanic membrane. An exploratory tympanotomy was performed, which revealed an extensive white spongy tumour in the middle ear. During this operation the blood pressure was extremely labile particularly when the tumour was biopsied. A portion of the biopsy specimen was sent for electron microscopy which showed the typical appearances of a carcinoid tumour ( Figure 2 ).
Following this diagnostic procedure the patient was screened for other carcinoid metastases, but none were found. The patient then developed severe right otalgia and episodes offlushing and diarrhoea. In view ofthese synptoms it was thought justifiable to excise the middle ear tlr.nior-In February 1987, 5 days prior to-operation the pa was given oral cyproheptadine 4 mg tds, oral etanserin 80mg twice aday and oral ahr-he i 50 g four times a day. 100 000 tiWts of aproptonin were in,ced before induction of aTtsia.This anaestb*ti0 was uneventftl with a constantblood pressur of 100/70) . The total anaesthetic time *as 3 hours anda-ry operative field was maintained throughout. The tumour was wellepu-laeand occupied the entire middle ear and the superior part of the -mastoid. It surrounded the facial nerveandsd oiles, and the lon ofthe incus was eroded. The majieus and incuswere removed an-d the tympanic membrane was resectedmon tinuity with the tumour. Postoperatively there was no facial weakness. The patient has now been followed for 6 months and has a dry mastoid cavity and is symptom free.
Discussion
Carcinoid tumours ofthe middle ear are rare. There are five case reports in the literature'-5, The middle ear tumour in this patient may have been a metastasis from the ileal primary or it could have been a second primary. M-ultiple carcincid primaries have been described but only in the intestiie6. Carcinoid tumours in the middle ear need to be distinguished histologically from squamous cell carcinomas, adenocarcinomas, adenomas and glomus tumours. With the exception of squamous cell carcinomas, these tumours can appear similar under the light microscope but have characteristic features under the electron microscope. In the case of a carcinoid tumour characteristic neurosecretory granules can be seen ( Figure 2 ). Carcinoid tumour cells can also be stained with antibodies specific to 5 hydroxy tryptamine (5HT)7. It is therefore sensible to submit part of the biopsy material from all suspected middle ear neoplasms to electron microscopy. The labile nature ofthis patient's blood pressure during the first anaesthetic and the subsequent carcinoid syndrome; despite a small tumour bulk, can probably be explained by the fact that the vasoactive mediators were released directly into The pharmacological blockade before the second operation produced conditions of cardiovascular stability during the anaesthetic, despite considerable tumour manipulation. There was minimal bleeding and this is of particular importance during middle ear surgery. Cyproheptaaine is a potent anti-cholinergic drug with pronounced antiserotonin effects. Ketanserin may reduce blood pressure by preventing amplification of the a, adrenergic receptor antagonism, or alternatively, by a, adrenergic receptor antagonism9. Parachlorophenylalanine is a specific inhibitor of tryptophan hydroxylase and decreases the production of serotonin. Aprotonin is a kalikrein trypsin inhibitor and blocks the formation of bradykinin. Previous reports of anaesthesia for the removal of carcinoid tumour suggest that ketanserin may be a better drug than cyproheptadine in achieving cardiovascular stability'0. Our experience suggests that a combination of these two drugs used in conjunction with aprotonin and parachlorophenylalanine provides good anaesthetic stability and represents a satisfactory regimen to use. Cryptococcus neoformans is a fungus commonly found in droppings of many avian species and may infect human beings particularly the inmunocompromised . In most cases the portal of entry is the respiratory tract, and from there other sites are involved via haematogenous spread. The central nervous system and the lungs are the commonest sites involved, while other internal organs, bone and muscles are seldom affected except in disseminated cryptococcal infection. We report a case of localized infection ofthe lumbar spine and the paraspinal muscles in an otherwise healthy subject.
Case report A 27-year-old Chinese housewife, who lived in a suburban area, presented to an orthopaedic surgeon with a 2-month history of moderately severe localized low back pain. This was not preceded by trauma or lifting ofheavy objects. There was no weakness or sensory disturbance in the legs and sphincter functions were normal. Examination revealed only local tenderness at the lumbar spine and straight leg raising was full. Complete blood picture, erythrocyte sedimentation rate, renal and liver function tests as well as lateral and anteroposterior views of lumbosacral spine radiographs were normal. She was treated with analgesics and pelvic traction for 3 weeks with no improvement. Metrizamide myelogrphy was-perfomed and showed prolapsed of L4/5 disc indenting mildly the theca but not the spinal roots. Analysis of the cerebrospinal fluid (CSF) revealed numerous red blood cells due to a traumatic tap, 10 WBCIL1 (all lymphocytes), normal glucose and protein levels. As her symptoms were not relieved by conservative treatment, anterior spinal-fusion of the L4/5 level was performed. The pain, however, persisted and on the 5th postoperative day, a tender ma of about 30mm in diameter was noted in the midline ofher back at L2 to L3 region. The ma enlarged over the next few days despite antibiotic therapy. Computed tomography (CT) of L2 to L5 vertebra revealed erosion ofthe spinous processes and laminae ofL2 and L3 and the trverse processes ofL2, as well as abscess cavities in adjacent paraspinal muscles (Figure la,b and c) . Surgical exploration ofthe back at the L2 and L3 region was carried out. An abscess with encapulated walls containing thick yellowish pus was preent in the paraspinil miuscles and reaching the bone, but the dura was not involved. About 0.3 m3 of pus was aspirated and the abscess wall partially excised. Numerous round and ulated yeaslike organisms were seen microscopically in the pus and abscess wall, and Indian-ink preparation and culture confirmed that these were Cryptococcus neoformans. 0141-0768/89/ 030172-02/$02.00/0 © 1989 The Royal Society of Medicine
